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Agenda item

Bl ood safety requirenents: inpact on hospital costs
and paynent options

Ti m G eene

MR. GREENE: Good afternoon. | wll be discussing the
revi sed Bl PA nandated report on the treatnment of bl ood costs
under the inpatient PPS, as well as the recommendation that you
di scussed | ast nonth.

As we noted then, hospital blood-related costs have
i ncreased nore rapidly than overall operating costs. The
hospi tal market basket, which |argely determ nes PPS updates may
not appropriately reflect changes in the price of blood products.
This may lead to inappropriately | ow updates in com ng years if
bl ood-rel ated costs associated with new technol ogi es increase.

Bl PA requi red MedPAC to conduct a study on increased costs
associ ated with bl ood safety requirenents and new technol ogi es
required to neet them It also require that you consi der changes
to the inpatient PPS to adjust future cost increases.

Last nonth | presented an overview of the draft report to
Congress. Your briefing material includes a revised version of
this report. W nade changes to reflect the discussion |ast
nonth, to incorporate the results of new anal yses, and to include
the text of the recomendation that you discussed. We will
i ncorporate your comments today when we revise the report. W
will not take it up again. However, we will send you a copy of
the final report as revised before it's submtted to Congress on
Decenber 21st.

This is a review of where we were last nonth. As we
di scussed then, we examined gromh in total hospital bl ood-
rel ated costs per discharge for all PPS cases and for discharges
for beneficiaries who use blood alone. |In both cases, bl ood-
rel ated costs grew sonewhat faster than overall hospital
operating costs.

The results you see in table three of the revised report in
your briefing nmaterial update the results you saw | ast nonth. W
used a | arger sanple of 1986 cases to devel op these nunbers, a 20
percent sanple of patient stays rather than a 5 percent sanple,
and got sonewhat different results. |In particular, we got
slightly lower growth rates in blood costs per discharge and
overall costs per discharge. But exactly the sanme differenti al
between growth rate for blood costs and growh rate for other.

So the results, in that regard, are the sane as the ones you
saw | ast nmonth. Blood-related costs per discharge grow at 0.6 of
a percentage point nore than overall costs. As with |last nonth,
we found very little inpact of blood cost gromh on overal
hospital costs.

We can update sone informati on we presented | ast nonth that
got people's attention, | think. At that point we infornmed you
of a July 1st Red Cross bl ood product price increase that we were
citing as a 35 percent increase. W |ooked into it further and



found that Red Cross had announced a 10 percent to 35 percent
range of price increases to different hospitals at different
points in their contract cycle, and so on.

An AHA survey of sonme of its nmenbers found a 26 percent --
not a 35 percent, a 26 percent -- increase in the price of blood
pur chased from Red Cross and a 12 percent increase in price from
i ndependent bl ood banks. That translates into an overall 21
percent price increase of blood from 2000 to 2001. You should
think of that, rather than the rmuch hi gher 35 percent nunber we
guoted | ast tine.

W showed you these options at the Cctober neeting. You
gave prelimnary approval to the first, the marketbasket option,
but did not adopt any of the other three. | will sunmarize them
briefly at this tine and give sone infornmation on them

In the second option, blood safety costs would be treated as
costs of technol ogi cal change. However, your new update
framewor k does not include costs for technol ogi cal change or
ot her add-ons except in exceptional cases. Blood safety
t echnol ogi es which affect a very small share of overall hospital
costs may not qualify as exceptional cases for this purpose.

In the third option, a fixed add-on would be included in the
update explicitly identified as bl ood-rel ated cost adjustnent.

As we noted last tinme, this could be an unfortunate precedent
that could lead other interested parties to come in with requests
for simlar add-ons for other products or costs. And in any
case, the Congress considered and chose not to follow this route
when it adopted BI PA | ast year.

Finally, blood costs could be addressed using the Bl PA new
t echnol ogy pass-through provisions. However, these provisions
wer e designed for technol ogies used by hospitals in the inpatient
setting. They probably are not applicable to blood safety
t echnol ogi es used by bl ood banks that supply products to
hospitals. Changes in costs such as those should be addressed
t hrough mar ket basket adjustnments for price changes.

In general, any interimadjustment to 2002 rates woul d
entail a revision in the recommendati on you made in your March
report. In that recomendati on you indicated that the update
schedul ed in | aw was appropriate and adequate to hospitals for
fiscal year 2002. You may not want to nodify that at this tine
and you certainly may not want to for as small a change as woul d
probably be indicated for this case.

This is the draft |anguage of the recommendati on you
di scussed at the last neeting. It indicates the two alternatives
are nutual ly exclusive and that we woul d expect CMS to consider
bot h and choose between them The alternatives basically are
that CV5 could reintroduce a separate cost conponent for blood in
t he hospital marketbasket, possibly using the producer price
i ndex for blood and derivatives as price proxy. This would be a
return to a market basket design used before fiscal year 1997

Al ternatively, CMS could create a new market basket category
for blood-related costs and other related costs. It would then



identify an appropriate price index to use as proxy. W present
a specific exanple in the report which uses PPl for biologicals
products as a possible proxy for a not conpletely specified cost
category, as we discuss it in the report.

| should note that when CMS next revises the hospital
mar ket basket, which we expect to occur next year in preparation
for the fiscal year 2003 rates, BIPA requires it to give speci al
attention to the adequacy of paynent for bl ood and bl ood
products. These alternatives that we're discussing here are, we
t hi nk, consistent with what BIPA requires. They would allow the
mar ket basket to better reflect changes in the prices of blood and
bl ood products as new t echnol ogi es are adopted during the next
decade.

"1l take any questions at this point.

MR. HACKBARTH. Tim help ne understand how this woul d be

reflected in the BLS statistics. |'mgoing to reveal ny

i gnorance here -- but they're measuring price changes for -- at

| east theoretically -- constant products. To the extent that
this is viewed as a different product, will this be picked up in

t heir neasures?

MR. GREENE: We think not. They do nake quality and
products change adjustnments periodically. They tend to focus
sophi sticated analysis on things |ike conputers and autos and
ot her maj or products where they can get a reasonabl e neasure of
change and costs associ ated with change.

We understand, from speaking to BLS, that they wouldn't
expect to make such quality change adjustnents in the bl ood and
rel ated areas.

DR. NEWHOUSE: But they have discretion about whether they
want to treat it as a new product. They can just ignore it and
say the price went up 20 percent.

DR ROAE: | think that there are two pieces here. One is
that there are different products |ike a blood product that has
been cl eansed of its |eukocytes or sonething like that. You
could label it as a different product. But the other piece of
this is that sone of these energing technol ogies, which are very
expensive and will be very widely used, like viral inactivation,
probably are not going to qualify as a separate product. It's a
way that the given blood product or these packed red bl ood cells,
whol e bl ood, | euko-reduced blood or what it is, is treated.

Everything is going to get this treatnent. |It's very expensive
and it's kind of a technol ogi cal advance rather than a new
product .

| don't know whether the BLS or whatever it is, the
mechani sm woul d capture that or not. But | think there are two
di fferent things here.

MR. CREENE: That's true.

MR. HACKBARTH: M concern woul d be that we would say, this
is not a change in the hospital product. That's why we don't
think it's appropriate for the technology adjustnent. This is a
change in input. And so we say we ought to have a good neasure



of input price changes, a better one than we've got now. And
that will capture this increased cost to hospitals. And that's
how it ought to flow through the Medi care paynent system

If, on the other hand, then BLS says well, this is a product
change and we're just going to neasure the price change for old
fashi oned bl ood, then there's a catch-22.

DR. ROANE: They're not capturing the real change. Wiy is it
not an S&TA change? Because it's not sonething that's occurring
in the hospital ?

MR. HACKBARTH. THE hospital is not producing it. |It's the
change in an input that the hospital is using.

DR. ROSS: Just to clarify, it's because of the approach

that we've been discussing, and will be discussing nore this
afternoon. The S&TA is built in. 1It's not that we're not
accounting for it. It's that we're not identifying every
i ndi vi dual conponent separately.

DR. RONE: | understand that. |I'mjust renenbering -- it's

been a year, but renenbering how hospitals run, we don't get al

of our blood fromthe Red Cross. People go to the hospital and
donate bl ood. They donate their own blood. They donate bl ood
for their friends. That bl ood gets used in the hospital.
Sonebody is paying the salaries of people. It gets |euko-reduced
in the hospital, | bet. It gets virally inactivated in the -- |
mean, it's not all bought on the nmarket. And so there is a --
guess woul d be that sonme hospitals buy nore than other hospitals.
But I'mjust not sure it's purely -- | don't know how to handl e
it.

DR. ROSS: Jack, that again is one of the reasons why you
don't unbundl e all the individual conponents.

MR. GREENE: Just for your information, Jack, it is done by
hospitals but 7 percent of the country's blood is collected by
hospitals. The rest is purchased. The vast anobunt of blood is
bought fromthe market.

MR. HACKBARTH. G ven that, it would be captured through an
i nput price nmeasure change, if in fact, this sort of change is
captured by the BLS nmeasures. That's ny question.

DR. NEWHOUSE: This was sufficiently small scale that |
wasn't concerned, but it seens to me, given your concern, you
woul d want to know how BLS was, in fact, treating this. And that
shoul d be known because these are products that are on the
market. The BLS can be asked what they're -- this just is com ng
in as they're ignoring the change in product for the purpose of
t he PPI.

MR. GREENE: M discussions with the BLS staffer that is in
charge of this index indicated no awareness or concern with
qual ity adjustnent, really nmaking the point we reserve our
qual ity adjustnent for very different sorts --

DR. NEWHOUSE: Quality adjustnent isn't quite --

MR. GREENE: New product adjustnment, the sanme general
guesti on.

DR. NEWHOUSE: So they're just ignoring it?



MR. GREEN. Yes, right.

MR. HACKBARTH. So that's good from our perspective. Ckay.

DR. LOOP:. Before | get into the options, | wonder if the
cost of blood nationally is not underestimted, because there has
been sone testinony that the bill nationally is nore than $4
billion. So Medicare would account for at |east half of that.

By our cal culations, this would not be 0.1 percent, which
|"mafraid influences our thinking. It mght be closer to 0.5
percent, the price increase. And if that's the case, then the
hi gh users of bl ood, which are not spread evenly across 5, 000
hospitals, m ght have as nmuch as a 1 percent cost increase.

This worries me that our original nunbers are perhaps not
correct and the small price increase is influencing the way we
choose the options.

MR. GREENE: | based nmy 0.1 percent on starting with that
0.6 percent share used in market basket before 1997, which is al so
consistent with the nunbers | get fromny patient stay anal ysis,
Medi care data. And say with a 20 percent increase in that, that
adds 0.1 percentage point to overall hospital costs.

DR RONE: If we go in the direction that's proposed -- and
| certainly support paying for this sonehow, even though
everybody seens to think it's a small anount, because | renenber
it seeming to be a big nunber in ny budget, a |ot of patients get
blood. 1In the outpatient departnment, they get it fromthe
visiting nurse. Increasingly patients are managed outside the
hospital who are Medicare beneficiaries. So | want to make sure
| understand how, if we nmake this change in this marketbasket on
t he hospital paynment, does that influence the outpatient paynent
for blood or Carol's staff hanging blood in the hone?

MR. HACKBARTH. The question asked was specific to hospital
i npatient PPS. That's what we're addressing here.

MR. GREENE: Yes, and that's all our anal ysis addressed.

DR. RONE: But Congress nay not be aware. Qur job is to
answer that question, but also not to put blinders on. | nean,
if Medicare beneficiaries are getting blood in the outpatient
department which is also virally inactivated and | euko-reduced
and everything else, we just want to nmake sure -- the econom sts
here have taught me over the years that you don't want to set up
a situation where the cost is deciding the site of care. 1Isn't
that one of the rules? O the paynent is inducing the site of
care.

We don't want to pay very well for an inpatient transfusion
and not an outpatient transfusion, and wind up having that drive
the site of care. R ght?

DR. NEWHOUSE: Alas, it's a principle and not a rule.

DR ROSS: | think it's reasonable to expect though that
when CMS is revising the nmarketbasket and doing so on the
inpatient side that it's going to look at all the price indexes
that it uses.

MR. ASHBY: There's only one index. There's only one index
that's applied to both inpatient and outpatient. So if you solve



it for inpatient, you automatically solve it for outpatient.

DR. ROAE: But we m ght have a sentence in the narrative
t hat says they should be aware of that.

MR. MIULLER: One of the questions last tinme, when we went
through all the reweightings discussion and so forth, given the 1
percent increase that you' ve just estinmated, when would this take
effect? The market basket is done this year or next year. And
t he rewei ghtings that Joe was educating us on last time, when
woul d that take effect as it rewei ghts against the charges for
t he DRGs?

MR. GREENE: |If it proceeds on the schedule we're talking
about, the new market basket, revised market basket and ot her
factors would be included in the PPS proposed rul e next spring
and then reflected in paynents in Cctober.

MR, MIULLER: I'Il make the point again | made | ast nonth.
0.1 percent these days can be, depending on the inflationary
val ue, can be a big nunber or a small nunber.

MR. HACKBARTH. Any ot her --

DR. NEWHOUSE: To go back to Ral ph's point about
rewei ghting, that's the answer, | think, to Floyd' s issue that
it'"s a one-tine hit insofar as the difference across hospitals is
really a function of surgical volunme in use of blood. So that
once it feeds into the weights, that will pick that up

DR. LOOP: But we have to discuss what we're going to do in
the interimuntil these are picked up because that's a big
expense for some of the high users.

MR. GREENE: | | ooked at the effect on weights, and it's
nodest. A lot of weights go up, |ooking at the possible
increases in charges, but only a slight anmount because these
cases typically are very expensive cases. So even a |arge bl ood
cost is a small share of total cost.

MR. HACKBARTH: Refresh ny recollection about the update.

MR, MIULLER | would just wonder if -- | think Floyd's
point, and | woul d make m ne and maybe sone others. It can be a
very high proportion of costs in some of these. It can be 25 or

30 percent of the costs in sonme of these cases.

MR. CREENE: Medicare data shows a feww th nore than 10
percent .

DR. RONE: Ral ph, you're thinking of the sanme experience
had, which is the henophiliacs, and they probably are not
Medi care beneficiaries. Those are the big, big expenses, huge
utilization. That may not be relevant to this popul ation.

MR. HACKBARTH. Let's tal k about where we |left the update
| ast spring. As | recall, in essence what we said was we didn't
have reason to disagree with what was witten in current |aw,
whi ch was mar ket basket m nus 0.55 percent. So in that decision,
and the wording of it, we acknow edged that we're tal king about a
range around this. And we just couldn't say that this was not
the right nunber.

To now then cone back and say we've got to reopen that
decision for sonmething of this magnitude, | think feels to ne



inconsistent wwth the spirit of the March recommendati on, which
was this is a rough justice that we're tal king about. And now
we're tal king about a relatively small cost. The two just don't
go hand in hand.

Now i f we had said we can account for everything and
mar ket basket mnus 0.55 is precisely the right answer, now we
have to update that to reflect this small amount, that m ght make
sense. But that's not what we said. W said this is really
crude. W acknow edged the reality that it's really crude.

So | just don't feel like going back for this small a nunber
woul d be consi stent.

MR. GREENE: In effect you could say narketbasket m nus 0.45
is now our chosen nunber. Does that nmake sense as a change?

MR. HACKBARTH: | don't think that's consistent with the
spirit of our spring analysis, and the other things that we have.

ROWE: |f that's not where you want to go, where do you

want to go?

MR. HACKBARTH. |'ve got a suggestion on the draft
recommendati on, the |anguage of it, which I think streamines it
a bit. | suggest we say that when CVMS next revises the hospital

mar ket basket it should explicitly account for the cost of bl ood.
And then we can, in the text, tal k about the indexes and that
sort of stuff. And just have a sinple straightforward statenent.

MR. GREENE: And elimnate both the bullet points in the
recommendati on, noving theminto the discussion |anguage?

MR. HACKBARTH: Right. Wen CVS next revises the hospital
mar ket basket, it should explicitly account for the cost of bl ood.

MR. GREENE: That's the entire recommendati on?

MR. HACKBARTH. Right. As opposed to the current situation
where it's |like chem cals and..

DR. REISCHAUER That's just a little less specific but it's
the sane thing. And I thought why we were into this gane at al
was not because of where we are today but |ooking out 10 years
and understanding what's |likely to happen to our ability to
refine blood products. This mght, over time, be a conponent.
nmean, | don't |lose sleep when | look at this and see that,
relative to the overall operating costs per discharge, the
differences here are trivial. Wat mght occur, | think, in the
future.

MR. HACKBARTH. One of the reasons |I |ike the revised
| anguage is it's a little stronger than one that has these
technical statenents in the bullets. This could be a big factor
down the road. W ought to explicitly account for it. And then
we can talk in the text about the nmechani sns.

MR. GREENE: One possible interpretation of that m ght be
just point one. Do you want us to nake clear that it's either
one or two? O do you just want point one?

MR. MJULLER: denn, the way | read yours is to nean one. |Is
that correct?

MR. GREENE: O one or two, both in a sense explicitly.

MR. MIULLER: The problem | would say with two is the problem
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we had five years ago when they lunped it into chemcals. And we
woul dn't want to define this problemaway by sonebody sayi ng oh,
it's trivial anyway. The whole point of this | ong discussion was
it my be a big cost, as Bob just said, and therefore we should
recognize it. So if your wording neans one, then | think it's a
good wor di ng.

DR. NEWHOUSE: Let me suggest a friendly anendnent because |
worried about the same thing. CMS could say their index now
specifically accounts for it, they just measure chemcals. So it
shoul d use an index that neasures the cost of bl ood.

MR. GREENE: Because the biological index that we discuss
does indirectly, 10 percent of that is bl ood costs.

DR. RONE: Froma clinical point of view, in the evolution

of things, this is not a biological, in the biological category
or the chem cal category. It's its own category. |It's no |onger
blood, it's platelets, plasma, packed red blood cells, and this
and that. 1It's becone a whole category itself, and that's what

we're saying is we don't want to dunp it into one or another and
we shoul d recognize it as an energi ng category.

DR ROSS: Let me propose with the sinplification, that that
gets at the objective here. The bullet points or the friendly
anendnent are sort of neans to that objective. W could
incorporate those in text, | think, just as easily. But you want
us to make sure blood is explicitly taken into account.

DR, LOOP: This will take a couple of years to get in?

MR. GREENE: On the expected schedule, it would take effect
next Cctober 1st with paynents begi nning Cctober 1st. W don't
know that for certain, but given the anticipated schedul e.

DR. LOOP: Since the blood prices went up in July, that
means nore than a year of absorbing pretty large costs for those
hospitals that are large tertiary referral centers that have a
bi g Medicare population. Are we sensitive to that?

MR. HACKBARTH. | guess the issue, Floyd, is is this, in
fact, large in the grand schene of things?
DR. LOOP: | can tell you fromny personal experience that

it's not a 20 percent increase, it's 30 percent where we are.
And it costs our hospital $2.5 million.

MR. HACKBARTH. | guess the question is, what is the base?
What is the denomi nator on that? And the denomi nator is very
| arge. So as a percent increase, this is not very |arge.
think that's what the argunent's about, or the discussion is
about .

DR LOOP: It's still noney. It may not be large but...

DR. ROSS: | guess the point | would nmake earlier is that
again, we're focused on one particular item the price of which
we know has gone up. But what we haven't exam ned also is al
the other inputs to the process this year whose prices have gone
down, whether it's been recent changes in fuel oil or anything
else. And it makes it difficult just to pull one thing out and
say yes, this one has gone up. There's no argunent there. W
know t hat .



10

DR. LOOP: Yes, but we're not transfusing fuel oil. W have
a problem --

DR. ROSS: Actually, according to the market basket index,
you are.

[ Laught er. ]

DR. LOOP: | think you' re being insensitive to a |large

conmponent of the hospital industry by saying that over the next
15 nmonths or so, they just have to absorb the cost. Now if you
spread it all across the hospital industry it's alnost a rounding
error, but not for the high end users.

DR. REI SCHAUER: But the way our system works, when
prices are rising, hospitals get hit. And whether it's fuel oi
or anything else, when they're rising slower than they did the
year before, the index, in a sense, overconpensates.

DR. LOOP: But, Bob, this is not 1970. There's |ess padding
in the hospitals now That's the big problem And there's
barely a profit margin. Wen you add unrei nbursed costs to it,
even if it's for a year or so, it nmakes a big difference.

MR. GREENE: Just one point. The 20 percent really is an
exceptional nunmber. The PPl was going up a little bit |less than
10 percent, and actually declined |ast year, and i s now
i ncreasing again. So you shouldn't think of this 20 percent
curve that's going up nonstop and continuously. That's the
exception.

| f anything, in 2000 the PPl went down.

DR ROANE: |Is there any way to -- what we want to do, if I'm
listening to what Floyd' s saying, what |'mhearing is that we're
going to make this change in the due course of things and we're
shining a light on blood and bl ood products as it may energe as a
future issue that stands upon itself as inportant. But in the
usual course of things, the paynents will not increase for sone
period of tine.

Floyd's point is there are sone hospitals which are
particularly susceptible to the adverse effect of this
unconpensated increase in price. Do we have any history of
dealing with that kind of a question, so that sonme subset of
hospitals that are particularly high users of one or another
service get a corrected paynent in sonme way? Has that ever
happened? Does Medicare ever do that?

DR. NEWHOUSE: Not that | know of, and it would land us in a
much nore general problem which is that basically we use the

sanme mar ket basket weights for every hospital. The issue here is
that not every hospital has the sane marketbasket. But then you
open yourself up to every hospital coming in and saying well, we

have a different marketbasket than the average and this
particul ar conmponent went up. Therefore we want relief.

The system woul d just break down.

DR RONE: |'mjust asking. For all | know there was sone
mechani sm that had been used at sone point.

MR. MIULLER: Joe, how quickly, let's say if these 20 percent
i ncreases that should, other things being equal, kick these DRGs
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into outlier status nore quickly, right? O not?

DR. NEWHOUSE: Yes, that's also true. So to the degree that
that's true, that would take effect immediately. But | wouldn't
count on much relief fromthat, because the outliers are still a
pretty small fraction of cases. But yes, it does help.

MR GREENE: It's 20 percent on 5 percent costs.

MR. HACKBARTH. It feels to me |ike we're covering the sane
ground over and over.

DR, LOOP: Let ne introduce a little new ground. | thought
we were going to review the DRGs that were involved with the high
bl ood usage? | think, as | renmenber fromlast tine, we tal ked
about 132 DRGs or sonething that had some kind of blood usage
related to them |Is there not a way, for a short period of tine,
to add sonmething to the bl ood DRG that woul d conpensate the
hospital in the short-run?

MR. GREENE: |'ve |ooked at the DRG distribution in changes,
an estimate of what would the inpact be when we recalibrate DRGs,
| ooki ng at the inpact of a 20 percent increase in blood product
costs on charges. And there | found 132 DRGs being affected
positively, have blood costs that would | ead to higher charges.
But none increasing by as much as 1 percent. None with relative
charges increasing as nuch as 1 percent. So there is an effect,
but it's a small effect overall, even on the bl ood use DRGs.

MR. HACKBARTH. Floyd, let's think for a second about the
process by which changes like this would be nmade. |If in fact,
they require | egislative change, then you're tal king about it, in
all likelihood, happening next year for inplenentation at the
begi nning of the fiscal year anyhow. And so you haven't really
solved the lag problemif that's the problemwe' re going after.
It's not like these things will happen instantaneously.

DR. LOOP: That's the problem As Jack pointed out earlier,
there's going to be new technol ogies to renove all pathogens from
bl ood, and that's going to jack the price up another 20 or 30
percent, and then there will be another lag period. So we're
going to face this again.

DR. ROSS: But a marketbasket that better accounts for blood
products, again in terns of maeking updates, it's a forecast
mar ket basket. And | ooking forward with a separate conponent, one
woul d hope that those additional increases down the road could be
taken into account.

MR. HACKBARTH. We need to bring this to a conclusion. Wat
| propose we do is vote on the recommendation that's before us as
anended. Let ne go back and restate what that is.

Then the issue that we seemto be hung up on is whether
sonet hi ng needs to be done during this lag period. And if Floyd
or another conmm ssioner wants to nmake a proposal on that, we can
vote on that as well. | feel like we're just sort of stuck here,
goi ng back and forth over the sane ground.

DR. LOOP: The problemw th that, with nmaking a proposal for
a short-termfix is that it either sets a precedent and ot her
peopl e woul d put their baggage in on it. 1 don't know how you
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can nmake a proposal to this, but you have hundreds of hospitals
that are affected by huge increase in prices for blood. And it
will affect their bottomline.

So | think the Comm ssion has to be sensitive to that.
don't know how to fix it in the short-term because there's no
precedent for it.

MR. HACKBARTH. So you're saying that --

DR LOOP: |If you make a pass-through or you add sonet hing
on to a DRG then you guys have effectively argued that this --

MR. HACKBARTH. -- will be delayed and will open the door.

DR. LOOP: Exactly.

DR. NEWHOUSE: Also, | don't think HCFA woul d have statutory
authority to do that unless it was budget neutral, in which case
you'd wi nd up taking noney away from other hospitals. And then
they would come in and say why are you taking it away.

MR. HACKBARTH. As an add-on it has to be a statutory
change, which will result in |ags.

DR. ROSS: Can | propose then at |east to add text |anguage
in here noting that the distributional inpact is concentrated in
particular DRGs and nore likely to be in particular kinds of
hospital s? Does that address part of it?

DR. LOOP: | appreciate that, Murray. All advice should be
acconpani ed by a check.

MR. HACKBARTH. Are we ready to vote?

MR. MIULLER  This is your wording?

DR. ROSS: The wording is, when CVS next revises the
hospi tal marketbasket it should explicitly account for the cost
of bl ood and bl ood products?

DR. RONE: Bl ood products.

DR. ROSS: Just blood products. [I'll read it again

When CMVS next revises the hospital marketbasket, it should
explicitly account for the cost of blood products.

MR, MULLER  Wbuld you m nd ny suggestion, [inaudible].

DR. NEWHOUSE: | agree. OCMS can say what they're doi ng now.

MR, MIULLER So if you wouldn't mnd keeping point one and
scratching point two, because two naybe gets us in the kind of
difficulty we had the last five years.

DR RONE: W want to get it out of chem cals and
bi ol ogi cal s rather than have them saying we are explicitly
including it.

DR, REISCHAUER | don't see that saving the first bullet
changes it at all, because they could say well, we'll do
chem cal s.

DR ROWNE: But it's not a separate conponent.

MR, MIULLER | was just trying to strike two.

DR. NEWHOUSE: That explicitly neasures the price of bl ood.
It's a separate conponent that explicitly neasures the price of
bl ood.

DR. ROSS: That's where we were.

MR. HACKBARTH. Maybe in the text we can say, we're not
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tal ki ng about a chem cal surrogate for blood. Wat this neans is
what it says on the face. W want to neasure bl ood, as opposed
totrying to fiddle with the recomrendati on | anguage.

MR. GREENE: There's |language in the report already talking
about the chem cals versus bl ood.

MR. HACKBARTH. | think in the context it's clear that we're
not happy with the current situation.

Al'l opposed?

Al in favor?

Abst ai n?

Thanks, Tim



